such area of concern now being investigated by HCFA is the &dquo;unusual in-crease&dquo; in the number of Medicare discharges from hospitals that was observed in 1, 446 hospitals just prior to the implementation of PPS in 1983 [1] .
Of more serious concern, however, may be the implications for clinical practice and for hospital adoption of medical technology raised in several recent reports. In one article focusing on clinical practice, the authors [2] identified strong incentives under Medicare PPS that would cause clinicians and hospitals to favor surgical treatment regimens over medical alternatives, to specialize in a limited range of DRGs that could be offered profitably, and, in some instances, to engage in selective admission practices solely to reduce average costs within DRG categories without necessarily enhancing the efficiency or quality of care. In a second report [3] , problems with the mechanisms for DRG coding and updating were cited as likely to constrain the introduction of innovative but costly surgical procedures. In a broader vein, a third report [4] described a &dquo;built-in technology lag&dquo; that exists under the DRG-based PPS and which could discourage hospitals from purchasing new equipment. All of these factors impinge heavily on the future of medical practice and, most importantly, on the medical decisions and tradeoffs -that physicians may be increasingly encountering in the care and management of patients.
In recognition of these rapidly changing forces, a Symposium on Clinical Decision Making in an Era of DRG-Based Prospective Payment was held at the Sixth Annual Meeting of the Society for Medical Decision Making in November 1984. The six papers that follow summarize the proceedings of the Symposium. In addition, the panel discussion that accompanied the invited presentations also appears in this issue of Medical Decision Making. By way of introduction to these articles, I will comment briefly on the key elements and highlights of each.
In the first paper, Young reports on the current status of the Medicare PPS, outlining what the system is and what it is not. In doing so, he makes several important observations, including the fact that we must recognize the financial incentives that emanate from prospective payment systems, in general, as distinguished from those produced by the tool (DRGs) used to categorize patients. Together, these two sets of incentives may transform medical practice norms by altering hospital admission patterns, by decreasing the volume of services furnished to individual patients, and by shifting services from inpatient to outpatient settings. Young also describes the responsibilities of the Prospective Payment Assessment Commission (ProPAC) in three broad areas: (1) research into the changing patterns of medical practice; (2) analysis of the structural aspects of the DRGs, including coding, classification, weighting factors, and price updating mechanisms ; and (3) examination and improvement of the data base on which the Medicare PPS is based.
McNeil, in the second article, outlines the basic approach by which many hospitals, particularly teaching hospitals, are likely to respond to the new payment system. Specifically, she describes the three major initiatives being adopted by the Brigham and Women's Hospital in Boston: (1) the development of reports that array meaningful clinical and financial data by clinical service, by DRG, by physician, and by individual category of resource use for internal management purposes; (2) the development of &dquo;preferred practice patterns&dquo; based on the experience of three Boston hospitals and intended to &dquo;optimize&dquo; the way in which physicians at those institutions care for patients in particular DRGs or other diagnostic groups; and (3) analyses of the fixed and variable costs of several ancillary services in order to determine more precisely the impact of service reductions on the financial &dquo;bottom line&dquo; of the hospital. McNeil discusses the practical realities and potential pitfalls involved in undertaking such activities within the hospital.
In the third article, Williams shifts the focus from the institution to the individual clinician and offers some observations that portend both opportunity and risk for the research community under Medicare PPS. On the one hand, he argues forcefully that hospital managers and policy makers will need to look increasingly to decision analysis for answers regarding the assessment of new technology and the cost-effectiveness of physicians' practice patterns. On the other hand, though, he is not sure whether the PPS will generate the increased funding necessary to support decision analytic research of this type. Assuming, optimistically, that new funding does become available, he suggests that clinical decision analysis could contribute in significant measure to the study of several major questions, including: (1) the compromise between cost and quality; (2) the comparative advantages of outpatient versus inpatient procedures; and (3) the appropriate timing of patient discharge or transfer.
In the fourth paper, Rock illustrates once again how elusive the definition of &dquo;quality of care&dquo; continues to be, especially now that growing concern has been been voiced in the literature over the potential adverse effects of the Medicare PPS. In particular, he cites three areas of concern: (1) premature discharge from the hospital; (2) inter-hospital transfers of &dquo;DRG losers&dquo;; and (3) increased performance of high-risk procedures on an outpatient basis. Rock outlines a three-level system of quality assurance that hopefully may work to keep these forces in check: review at the national level by the ProPAC; regional review by Peer Review Organizations (PROs); and local review by individual medical institutions. Potential &dquo;markers&dquo; for evaluating the quality of inpatient care under PPS might include : (1) admission following outpatient surgery; (2) readmission rates; (3) transfer rates; and (4) rates of medical complications. Rock, however, stresses the need to develop better monitoring systems and new non-financial &dquo;markers&dquo; to assure the medical appropriateness of ambulatory services that are being offered in increasing volume under PPS.
Finally, the invited commentaries of Fineberg and Hazzard provide perceptive insights into the future of medical practice and into the areas of needed research that pertain to clinical decision making. Fineberg, for instance, identifies six areas in which more intensive research effort ought to be focused in coming years. These include: the definition of the hospital's &dquo;product&dquo;; more accurate estimation of service costs, both inpatient and outpatient; analyses of the cost and health consequences of clinical strategies ; analysis of the variations in physician practice patterns; development of improved feedback systems and other mechanisms for altering physician behavior; and development of more practical and reliable methods for assessing quality of care. The thoughtful commentary by Hazzard amplifies these perceived needs (1) by emphasizing the importance of changing the behavior of hospital administrators, along with that of their clinical counterparts and (2) by articulating the need for a system that is both responsive to the needs of an aging population and structured toward developing stronger linkages between hospital care and care rendered in other settings, e.g., prehospital, posthospital, long-term, preventive, and home care. Hazzard's plea for greater cooperation and communication between hospital administration and medical staff also serves as a &dquo;benediction&dquo; for those who must return to their respective institutions and forge such collaborative alliances.
In summary, it is worth noting that, when presented in November 1984, these papers reflected the then-current state of knowledge regarding the Medicare PPS, the DRGs, and their attendant effects. By the time of their publication, though, some of this information undoubtedly will have become outdated. This is, perhaps, as it should be in a dynamic environment. Over time, the opportunities foreseen by the Symposium panelists likely will become clearer to many, but the risk, of course, will be that we will have remained slow to act upon them. The Society, nevertheless, should take pride in the fact that it provided a forum for this important discussion and that some of its members will be among those likely to make significant contributions to the continuing policy debate that surrounds the Medicare Prospective Payment System. ALAN B. COHEN, Sc.D.
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